NCORPORATING SINGLE-LEG-hop tests in a comprehensive assessment plan can help in identifying abnormal limb function after lower extremity injury.
Screening Criteria
Before administering single-leg-hop tests, the clinician must assess the patient's readiness to perform a maximal-effort functional-performance test. Several authors have made recommendations regarding criteria for implementing hop testing, and we recommend that readers see Clark 2 for a comprehensive review of this topic. Also note that these recommendations are based on patients with anterior cruciate ligament (ACL) injury and might not be appropriate for all knee-or ankle-ligament injuries. Previous attempts to discriminate individuals with chronic ankle instability from a healthy control group using single-leg-hop tests have been unsuccessful. 3, 4 It is universally accepted that patients must present without pain or swelling, have full joint range of motion (emphasis on active full knee extension), and have sufficient muscle strength before hop testing.
2
Given that some clinicians might lack access to an isokinetic dynamometer and that manual muscle testing is often an unreliable assessment technique, we support the recommendation of Clark 2 to use a 1-repetition-maximum single-leg press as a prescreening strength assessment. The patient should demonstrate a relative strength index (RSI) that exceeds 125% before initiating any single-leg-hop testing: RSI (%) = (weight lifted/body weight × 100). In addition to pain, other subjective factors that the clinician must consider before administering hop tests include the patient's confidence and motivation.
Knee-Ligament Injury
Using single-leg-hop-test performance as an indicator of abnormal limb function has predominantly focused on patients with ACL deficiency (ACL-D) or ACL reconstruction (ACL-R). Three separate approaches have been used in the literature.
First, investigators have demonstrated significantly lower outcome scores (e.g., distance hopped) in limbs with ACL-R 5-9 and ACL-D 10,11 by comparing performance with an uninjured control group or contralateral limb. Second, similar to using an isokinetic involved-to-uninvolved peak-torque ratio to determine acceptable strength after knee-ligament injury (often 85-90%), a calculated limb-symmetry index (LSI) of 85% has been accepted as indicating normal limb function.
1 Using this criterion, several authors have determined the percentage of ACL-R 5,12 and ACL-D Note. SL = single leg; M = men; F = women; AL = activity level; OS = outcome score; n.r. = not reported; ALSI = abnormal limb-symmetry index.
a Vertical jump was tested using a repeated hopping test.
